Angiogram and duplex ultrasound study of the axillary artery of a 65-year-old woman who was diagnosed with polymyalgia rheumatica and giant cell arteritis. The latter was confirmed by a temporal artery biopsy. Severe ischemic symptoms in the left arm persisted despite treatment with high-dose corticosteroid. The axillary arteriogram in panel A shows a 5 cm smooth-wall subtotal occlusion of the artery (between the arrows). The color Doppler ultrasound study of the corresponding arterial segment (Panel B) demonstrates diffuse hypoechoic thickening of the vessel wall, a finding supporting the inflammatory and nonarteriosclerotic etiology of the stenosis. The axillary artery became widely patent after percutaneous transluminal angioplasty (Panel C) and remained patent at 2-year follow-up.
Giant cell arteritis or temporal arteritis is an inflammatory disorder of arteries in the elderly and is associated with polymyalgia rheumatica in 2G-50% of the cases. Onset of systemic symptoms may be abrupt or insidious and often precedes the symptomatic involvement of the arteries. Up to 15% of cases have evidence of extracranial giant cell arteritis. The ascending aorta and aortic arch are involved most frequently, followed by the subclavian and axillary arteries. Giant cell arteritis can be diagnosed on the following criteria proposed in 1990 by the American College of Rheumatology: age above 50 years, new onset of headache, abnormalities of temporal arteries, high erythrocyte sedimentation and positive biopsy of temporal arteries. Angiographic features suggesting giant cell arteritis are smooth-wall tapering lesions alternating with segments of normal or increased calibre. The diffuse hypoechoic wall thickening demonstrated by the duplex sonography may also support the diagnosis. Dramatic improvement of systemic and ischemic symptoms with corticosteroids can be expected. Percutaneous or surgical intervention should be considered in cases with persistently severe symptomatic arterial lesions. 
